Introduction
Social support is defined by Cobb 1 as information leading individuals to believe they are cared for, loved, esteemed and valued, which can include communication network and mutual obligation measures. Some studies have reported that social support is related to positive health outcomes, such as lower risk of depression and/ or depression symptoms, 2 better quality of life, better management for patients with cancer, 3 decreased risk of cardiovascular disease, 4 and reduction of general illness symptoms. 5 The Medical Outcomes Study Social Support Survey and tangible support is the provision of material aid or behavioral assistance. 6, 7 The affective support sub-scale includes three items, whereas the others include four The MOS-SSS was translated into Brazilian Portuguese by Chor et al. 9 The test-retest reliability of this version was assessed by Griep et al. 10 with a sample of 192 Brazilian employees from a university in Rio de Janeiro. The reliability of the instrument was considered adequate, thus enabling it to be used for the assessment of associations between social support and health-related outcomes in a subsequent cohort study (i.e. the Pro-Health Study 10 ). Therefore, in a subsequent study, Griep et al. 11 assessed the construct validity of the Brazilian Portuguese MOS-SSS by applying it to a sample of 4,030 participants from the Pro-Health Study, with a mean age of 40 years (standard deviation = 8.8 years). The authors found good evidence of a high construct validity for this scale, supporting its use in future analyses. However, in this second study, the EFA yielded a three-factor structure, aggregating the affective, positive social-interaction and emotional and informational dimensions of social support. Soares et al. 12 
Methods
Ribeirão Preto is a medium-sized city in the state of São Paulo, with approximately 670,000 inhabitants. Its The participants were primary care patients aged 60 years or older who were recruited while waiting for a medical appointment. Data collection was carried out from January to February 2017. The instrument was applied via face-to-face interviews by three trained researchers during the morning and afternoon periods throughout the week. The researchers approached all potential participants in the waiting rooms, where the interviews were also performed. As inclusion criteria, we considered only primary healthcare users aged 60 years or older who were able to answer the entire instrument.
During the approach, potential participants were informed of the objectives of the study and expected duration of the interview, and that if they were called for the appointment while being interviewed, the interview would be interrupted and finished after the appointment (according to the participant's availability).
To characterize the sample, a questionnaire covering sociodemographic information such as gender (i.e., male or female), age, educational level (i.e., no schooling, elementary school, high school and higher education), marital status (i.e., married, divorced, single, widowed), self-perception of health (i.e., good, regular, poor) and socioeconomic status was also applied. With regard to socioeconomic status, the participants were classified as belonging to socioeconomic classes (i.e., A, B, C, Factorial validity of the MOS-SSS was assessed using EFA and confirmatory factor analysis (CFA). Polychoric correlation coefficients between the 19 items of the MOS-SSS were estimated with maximum likelihood estimation using the R polycor package. 16 The matrix of these correlations was used in the subsequent EFA, and the factors were extracted and rotated to orthogonal simple structure using the varimax method. Polychoric The stability of the models in randomly selected subsamples (factorial invariance) was assessed through multigroup analysis considering the chi-square difference (Δχ 2 ). Firstly, the total sample was randomly divided into two equal parts and then divided into subsamples of 70 and 30% each -the so-called test sample and validation sample, respectively. In this analysis, the equivalence of factorial weights (metric invariance) and
D/E) according to the Brazilian Economic Classification
intercepts (scalar invariance) as well as the equivalence of factorial weights, intercepts and variances/covariances (strict invariance) were assessed. 17, 18 The internal consistency of the MOS-SSS was estimated by using Cronbach's alpha coefficient (α), with results above 0.7 being considered adequate. Approximately 15% of the participants belonged to socioeconomic class D/E and ranked their own health as poor. The stability of the four-factor model in randomly selected subsamples (factorial invariance) was tested.
This structure presented equivalence of factorial weights (metric invariance: p = 0.58) and equivalence of weights and intercepts (scalar invariance: p = 0.12) in both sample sub-divisions and can therefore be considered stable for different samples. 
Discussion
The results of the present study have shown that the four-factor structure proposed for the MOS-SSS 22 Considering previous studies, the lack of social support is predictive of mortality due to several impairments in both medical and social parameters, such as mental health, depression, disabilities, prevention of institutionalization, well-being and quality of life. 23 Therefore, the development and validation of psychometric scales supporting multidimensional studies with reliable results are necessary to guide the elaboration of health promotion strategies for the elderly population, enabling early intervention and enhancing their impact on the community.
Social support has been considered as a relevant factor in the prevention of physical and mental diseases inherent to aging, in addition to playing an essential role in maintaining the general well-being and quality of life of the elderly. 23 In fact, the MOS-SSS is the most widely used scale for the assessment of this construct.
The MOS-SSS is also recognized in the literature as an instrument of easy application and understanding that can be used in many contexts. 24 However, some studies involving elderly populations suggest that the MOS-SSS should be applied with face-to-face interview to avoid possible biases in form-filling and understanding, which will consequently have an impact on the reliability of the data presented.
Recent studies have applied the MOS-SSS in specific contexts, such as in patients with cancer, 25 women with fibromyalgia, 21 caregivers, 26 patients with diabetes, 27 and residents of rural settlements, 28 among others.
As for the Brazilian elderly, several studies conducted with distinct samples of subjects were found, such as elderly individuals living in poor areas and diagnosed with chronic diseases or depressive symptoms. 29 However, despite the vast use of the MOS-SSS, only a few Brazilian studies have evaluated its psychometric properties when applied to elderly populations. Thus, we strongly suggest that further studies be carried out to investigate the psychometric properties and factorial structure of the MOS-SSS in elderly populations in other Brazilian regions and under specific conditions, in order to contribute more accurate results and improve knowledge on assessment and interpretation of social support in the Brazilian context. We also suggest further investigation of the factorial structure of short versions of the MOS-SSS, considering the clinical relevance of simple, easy, quick instruments.
The limitation of our study has to do with the generalization of the results, as our sample is not representative of the entire population of Brazilian elderly users of the primary healthcare system.
Conclusion
The four-factor structure of the MOS-SSS was suitable and presented adequate construct validity for the assessment of social support in elderly users of the primary healthcare system.
